Data from the IMCI survey were re-coded for the purposes of this analysis, with IMCI "top implementers" defined as countries in which two conditions were fulfilled: a) >90% of districts were reported to be implementing IMCI, b) all three components of the IMCI strategy were reported to be implemented. We were unable to take into account the start of implementation of either strategy within countries, and implementation was measured as a binary variable (yes/no). ; while these contexts reflect particular implementation dynamics, we did not have sufficient data to analyse them separately. An inadequate focus on fragile/conflict states was noted as an overall limitation of the data collection and analysis performed under the Strategic Review. 3 
Statistical analyses
Data from the IMCI survey were cleaned and checked for errors, before being re-coded and compiled into an Excel spreadsheet. DHS datasets were downloaded from the DHS website after providing a short description of this project and obtaining permission from the DHS Program. Data were processed using the STATA statistical program, version 13.
Calculation of care-seeking rates for pneumonia and for any condition (includes pneumonia, fever and diarrhea) were made in accordance with the standard definitions used by the International Center for Equity in Health 4 and the Countdown to 2030 (www.countdown2030.org). We used multilevel linear regression models with surveys as the level one units and countries as level two units in order to estimate the annual percentage-point change in care-seeking for pneumonia and for any condition. Analyses were conducted at the global level and by wealth quintile for each category of countries according to IMCI and iCCM implementation.
